Questions and comments such as these are common in today's era of defensive medical practice and heightened anxiety by patients. Trainee involvement in patient care, particularly surgical care, requires awareness, honesty, and delicate handling on the part of attending surgeons. The authors' goal in this paper 1 is to analyze the impact of resident involvement in cosmetic surgical procedures by using the American College of Surgeons National Surgical Quality Improvement Program (NSQIP) database. Through this comprehensive evaluation of a large subset of patients, potential concerns raised by patients who may be wary of resident involvement in surgical cases may be assuaged.
The authors identified all patients undergoing cosmetic breast and abdominal surgical procedures by plastic surgeons over a 4-year period (2009) (2010) (2011) (2012) . More recent data were unavailable, because the resident participation element was removed from NSQIP after 2013. Regardless, this fact does not compromise the author's conclusions. Because of the large number of hospitals providing this data (n = 709), we can be certain that all plastic surgery training programs are included, thereby assuring that all eligible plastic surgery residents contributed to these statistics. Of the 6982 patients in the study, over 4600 were reduction or augmentation mammoplasty procedures; the remainder were panniculectomy and abdominoplasty. Residents were involved in about one-third of the procedures. Thirtyday postoperative outcomes were reviewed for surgical site skin infection, wound dehiscence, pulmonary embolism, deep vein thrombosis, readmission, need for transfusion, reoperation, and mortality. After statistical analysis, it was determined that resident involvement had a slightly longer mean hospital stay and a higher rate of surgical site skin infection and wound dehiscence. The other parameters were not statistically significant.
The authors' conclusions mirror those of similar studies in both plastic surgery (breast reconstruction 2, 3 and microsurgery 4 ) and other specialties (orthopedics, 5 general surgery, 6,7 gynecology, 8 neurosurgery, 9 and urology 10 ). The accuracy of the statement that this is the "first study supporting the involvement of residents in cosmetic procedures" is of less importance than the fact that, considering that NSQIP data including resident involvement are no longer available, this work is as definitive as we will ever have on this subject. Finally, the authors have accurately identified the significant limitations of this study, which, considering alternative data, do not detract from its value for any residents in training or their attending physicians.
Educating patients about resident involvement requires a 2-step process, the first of which is by the attending physician, who is expected to represent resident involvement honestly and reassure the patient that trainee involvement will not compromise the end result. For younger attendings, such as the junior author on this commentary, this task may be more challenging, because patients may perceive youth as a lack of experience. This is especially pertinent in cosmetic surgery, where the operations performed are paid for by the patient, thereby heightening patient expectations. The second step is an the Accreditation Council for Graduate Medical Education (ACGME) requirement: the resident should always introduce himself or herself to the patient and identify their participation in the surgery. This should occur in a comfortable venue (ie, the holding area vs on the operating table). In the ideal circumstance, the patient might have already met the resident in an earlier office visit. The final step again rests with the attending, who, upon being queried by the patient about the resident's involvement, should explain the specifics of that participation and comfort the patient with the data included in this paper.
Furthermore, this paper should provide encouragement to those younger, and perhaps less experienced, faculty who might be reticent to allow the assisting resident to be the operating surgeon. There is, of course, an expectation that progressive and level-specific autonomy be employed by the attending faculty, thereby giving the resident self-confidence to perform the operation unsupervised after training.
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